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Biopsychosocial Update

AIDSmental health

HIV Prevention News
About Women & Men
In a small exploratory study, Orengo-
Aguayo and Pérez-Jiménez (2009)
interviewed each partner among five
Puerto Rican HIV serodiscordant
heterosexual couples to “explore
how relationship dynamics and
gender constructs influence how
men and women involved in a . . .
[sero]discordant . . . relationship . . .
visualize their role[s] in the protec-
tion of their partners” (p. 30).1

Orengo-Aguayo and Pérez-Jiménez
presented several

key findings regarding gender
roles: a) both non-traditional and
traditional male and female gen-
der roles were present in the par-
ticipants[’] narratives and simul-
taneously manifested themselves
throughout their behaviors and
schemes, b) traditional male and
female gender roles acted as
barriers and as facilitators in the
protection, and c) men tended to
view attitudes and actions that
reflect traditional male gender
roles more as barriers in the pro-
tection and expressed a need to
change them, while women
tended to view attitudes and ac-
tions that reflect traditional female

gender roles as facilitators in the
protection and considered them
necessary. In terms of relation-
ship dynamics, key findings in-
clude that: a) a lack of communi-
cation, support, and collaboration
had a negative impact in the pro-
tection of the partners while . . .
b) the presence of these three
factors greatly increased protec-
tion, and c) gender roles were
intertwined in the relationship
dynamics. (p. 36)

More specifically, “women visualized
their role as one of convincing their
partners to use protection as well as
being strong and firm in the demand
of its use. Men viewed their role as
one of being more supportive and
willing to use protection, but recog-
nized their resistance towards the
use of condoms.” In this way, “tradi-
tional and non-traditional gender
roles were assumed by both men
and women. Traditional gender roles
inhibited protection but were also
used in positive ways to promote it”
(p. 30).

On the basis of these findings, the
investigators suggest that, by tak-
ing into consideration

the context of a committed ro-
mantic relationship . . . and pro-
moting factors such as commu-
nication, trust and support, . . .
[clinicians] could promote the
couple’s desire to protect one
another and this, in turn, could

promote a modification . . . of tra-
ditional gender roles that would
culminate in protection. Begin-
ning to view HIV [prevention] as
a collaborative process and not
just as an individual process,
mainly attributed as a responsi-
bility of the woman, could lead to
more effective prevention strate-
gies with heterosexual discordant
couples as well as . . . promote
the shift of . . . traditional
schemes that inhibit protection
towards some non-traditional
schemes that promote it. All of
this with two common key fac-
tors: a) the presence of the other
who is the object of the partners
affect, love and respect and b) the
reality of an illness that could be
transmitted to the other partner if
the appropriate measures are not
taken into consideration. . . . In-
tegrating factors such as relation-
ship dynamics and gender con-
structs into interventions . . .
[may] yield beneficial results
such as an increase in the use
of protection (e.g.[,] condoms)
and help reduce the rate of HIV
transmission. (p. 38)

__________

 1 For more information on traditional gender
constructs associated with Hispanic/Latino
culture, see the Tool Box in this issue of
mental health AIDS entitled “SAVA Latina:
Addressing the Interplay of Substance
Abuse, Violence, & AIDS Affecting Hispanic
Women (Part 2).”
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have been less motivated to use
condoms possibly because they
have already addressed potential
risk factors with each other (e.g.,
tested for HIV together), or per-
haps they might feel more invul-
nerable to infection with the
knowledge that they have. . . .

Behavioral skills appeared to also
operate somewhat differently at
the individual and dyadic levels.
Structurally, behavioral skills
about risk communication and
condom use had different relation-
ships with condom use at the
dyadic level only, with the former
being marginally negative . . .,
and the latter being significantly
positively related. While not
reaching significance, the trend
suggested that couples with
lower behavioral skills concern-
ing communication about sexual
risk history may be more moti-
vated to use condoms in their
relationships. . . .

Interestingly, . . . one partner’s
motivation did not affect the other
partner’s condom use. This find-
ing has substantial implications,
for it may not be enough to inter-
vene with one member of a couple
and expect that changes in their
motivation will influence their
partner’s outcomes. . . . Because
motivation to use condoms in the
RELO-IMB model was best mod-
eled at the dyadic level, these
results illustrate that both part-
ners would need to be targeted
in HIV interventions in order to
demonstrate efficacy and effec-
tiveness. (pp. 181-182)

In short, according to Harman and
Amico,

interventions that are based on
individual-level theoretical models
may not be as effective as . . .
[interventions] based on dyadic
models, and may possibly even
harm individuals in such relation-

It is not enough, however, to develop
prevention interventions that are at-
tuned to the context in which inter-
course occurs. It is just as impor-
tant to base interventions “on theo-
retical models that can be tested and
evaluated on the dyadic level” (p. 183)
in which risk behaviors take place,
according to Harman and Amico
(2009). These investigators devel-
oped and tested “an Information-Mo-
tivation-Behavioral skills (IMB) model
of HIV risk behavior . . . specifically
articulated for heterosexual couples
in established relationships using
data from both members of 75
[predominantly white middle-class]
dyads. The multilevel relationship-
oriented information-motivation-
behavioral skills (RELO-IMB)
model was evaluated at the indi-
vidual and dyadic level of analysis to
examine partner differences on core
variables” (p. 173).2 Harman and

Amico found that “not only did the
RELO-IMB model provide a good fit
to the data when analyzed at the
dyadic level, but that the structural
relations among the core variables
were quite different between the in-
dividual- and dyadic-level models”
(p. 173). More specifically,

in contrast to traditional IMB
models . . ., the RELO-IMB
places motivation in the role of a
mediating variable, rather than
behavioral skills. Results sup-
ported this positioning of HIV-pre-
vention related motivation. . . .

There was also evidence that in-
formation and behavioral skills
operated on both the individual-
and dyadic-levels, whereas mo-
tivation exerted the most influ-
ence at the dyadic-level. . . .

The direct path between informa-
tion and motivation suggests that
when couples don’t know much
about HIV transmission, they
may be more motivated to use
condoms to protect themselves
from the unknown. Couples with
higher levels of knowledge may
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__________

individual level (assessment of individuals
within a dyad with no accounting for their
co-variation) to the dyadic level (linking each
member of a couple together and viewing
the couple as the ‘unit’ of observation). Be-
cause of the anticipated co-variation be-
tween the individuals composing couples,
. . . [Harman and Amico] anticipated that the
dyadic model would provide a better, more
appropriate fit to the data” (Harman & Amico,
2009, p. 175).

__________

 2 “Similar to individual level applications of
the IMB model . . ., HIV prevention informa-
tion, motivation, and behavioral skills pre-
dict preventive behavior. Information includes
knowledge about transmission modes and
methods of prevention, and motivation to
engage in preventive behavior is determined
by attitudes about the behavioral and social
norms or support to engage in the behavior.
Behavioral skills to perform preventive acts
are also required to engage in preventive
behavior” (Harman & Amico, 2009, p. 174).

The RELO-IMB “developed and evaluated in
the current research specifically proposes
that relationship-oriented information, moti-
vation, and behavioral skills will prove to be
critical determinants of risk and prevention
behavior within couples. The specific struc-
tural relations between these core con-
structs will vary as one moves from the
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ships. For example, if an inter-
vention was based on the indi-
vidual-level IMB model that was
estimated in this study, a goal
might be to increase behavioral
skills and information, which ap-
peared to increase motivation.
However, at the dyadic level, be-
havioral skills operated in a more
complicated fashion, and higher
levels of information . . . [were]
related to lower levels of motiva-
tion to use condoms. (p. 183)

The investigators conclude that “this
is the first theoretical model of HIV
risk behavior to be analyzed at the
dyadic level, and the results suggest
ways to effectively design interven-
tion strategies for individuals in inti-
mate relationships” (p. 173). Although
these results “must be replicated with
diverse groups of adult dyads”
(p. 182), Harman and Amico suggest
that, when working with men and
women in relationships, “interventions
. . . could target the couple’s norms
and attitudes about condom use in
order to increase motivation and sub-
sequent condom use behaviors”
(p. 183).

About Adolescents
& Young Adults
Malow et al. (2009) “assessed the
impact of an 8-week community-
based translation of Becoming a
Responsible Teen (BART), an HIV
intervention that has been shown to
be effective in other at-risk adoles-
cent populations. A sample of
Haitian adolescents living in the
Miami area was randomized to a
general health education control
group (n = 101) or the BART inter-
vention (n = 145),3 which was based

initial tool in encouraging adoption
of safer practices” (p. 119) among
Haitian adolescents living in the
United States.

Brady, Dolcini, Harper, and Pollack
(2009) “examined whether uncon-
trollable stressful life events were
associated with sexual risk taking
among adolescents across a 1-year
period, and whether supportive
friendships modified associations”
(p. 238). The investigators interviewed
159 sexually active African American
teens who were recruited through
random digit dialing in a low-income
inner-city neighborhood and found
that, “among adolescents who re-
ported low levels of supportive friend-
ships, uncontrollable stressors were
associated with greater levels of
sexual risk taking over time. In con-
trast, uncontrollable stressors were
not associated with sexual risk tak-
ing among adolescents who reported
high social support from friends; risk
taking was typically moderate to high
among these adolescents” (p. 238).
Brady and colleagues suggest that

adolescents with few resources
for support may benefit from pro-
grams in which adults take an
active role in providing support
and teaching life skills, including
adaptive strategies for coping with
stress. Such programs should
address the potentially high num-
ber of stressful life events that
adolescents may experience and
anticipate that some events in-
volving family members (e.g.,
serious illness, mental health
problems, incarceration) may
limit adolescents’ access to
adults who are ordinarily re-
sources for support. It may be
necessary to build or enhance
adolescents’ familial and extra-
familial support networks to pro-
mote adaptive strategies for cop-
ing with stress. Adolescents with
many resources for support, par-
ticularly from friends, may
benefit from peer-based health

on the . . . IMB . . . model” (p. 110).
The investigators found that

there was a substantial positive
influence on important IMB con-
structs by the specialized BART-
A program tailored for Haitian
adolescents. At the 4-week
postintervention point, member-
ship in the intervention group
positively and significantly af-
fected all variables tested in the
model. These variables included
key IMB components of greater
knowledge, greater intentions to
use condoms in the future, higher
safe[r] sex self-efficacy, and an
improved attitude about condom
use as a safety measure. Also,
in terms of behavioral skills, the
intervention group showed much
higher scores and significant im-
provement in the ability to use a
condom, a key aspect of HIV risk
reduction. (p. 117)

Malow and colleagues conclude that
“changes in condom attitudes, en-
hanced self-efficacy in adopting safer
practices, and improvements in con-
dom use skills shown in this study
suggest that BART may be a useful

__________

 3 “BART is a cognitive-behavioral HIV risk
reduction intervention specifically designed
for use in nonschool community settings.
. . . For the Haitian adolescent study, the
research team conducted extensive pre-
liminary work over an approximate 1-year
period to develop BART-A. . . . Developing
the adaptation involved complex language
and cultural translation procedures to en-
gage the youth, parents, and practitioners
from the Little Haiti community, with particu-

__________

lar focus on stigma/acculturation stress.

The adaptation process had the goal of pro-
ducing change in the same intervention-as-
sociated mediating variables (e.g., informa-
tion, motivation, and behavior) as in the origi-
nal BART intervention by using similar ac-
tivities (e.g., role-playing scenarios, instruc-
tion, exercises) but with the implementation
tailored to cultural values, beliefs, and other
important characteristics identified in the
sample. . . .

The final iteration, BART-A, included the fol-
lowing components: (a) risk education,
(b) group activities to help identify triggers
of unsafe sex, (c) condom use practice,
(d) role playing of sexual negotiation and
refusal, (e) problem solving approaches to
manage risky situations, (f) discussion of
risk in intimate relationships, and (g) behav-
ior change maintenance. Skills building in
the safer sex role-play scenarios was
contextualized to culturally prescribed gen-
der norms/roles and cultural/spiritual termi-
nology (e.g., linguistically appropriate and
culturally defined terms for relationships and
sexual behaviors)” (Malow et al., 2009, pp.
113-114).



lence among adult women” (p. 38).
These findings

showed that women who experi-
enced partner violence were likely
to have poor overall physical and
mental health as compared with
women who have not experienced
partner violence. Violence survivors
were more likely to have disabling
physical health problems such as
chronic pain, migraines, sexually
transmitted diseases, and gas-
trointestinal disorders than d[id]
. . . those without violence histo-
ries. Moreover, women who had ex-
perienced partner violence had an
increased rate of disabling mental
illnesses, including depression,
anxiety, PTSD [posttraumatic
stress disorder], substance abuse
disorders, and were more likely to
struggle with suicidality. Further-
more, partner violence survivors
were found to be at an increased
risk of health problems in a variety
of scenarios: the more recent their
experience of partner violence, if the
women experienced chronic or
severe partner violence, or if the
women experienced multiple forms
of violent victimization (for example,
child abuse, sexual assault, and
partner violence) over their life-
times. (p. 38)

What about the health status of Latinas
who have experienced intimate part-
ner violence (IPV)?

In an exploratory study, Bonomi, Ander-
son, Cannon, Slesnick, and Rodriguez
(2009) surveyed a random sample of

3,429 women participating in a large
U.S. healthcare system that included
139 Latinas and found that

in models adjusted for age and
income, women with a lifetime IPV
history had significantly worse
health compared to non-abused
women across many health indi-
cators; for example, Latina women
with a lifetime IPV history had Short
Form-36 Health Survey (SF-36)
subscale scores that were 5.62
(mental health) to 7.77 (vitality)
points lower than those for non-
abused Latina women; depres-
sion prevalence more than two
times higher; and more physical
symptoms. Adverse IPV-related
health was significantly worse for
Latina than non-Latina women for
overall mental health functioning
. . ., vitality . . ., and emotional func-
tioning . . . according to SF-36.
(p. 43)

Hazen, Connelly, Soriano, and Lands-
verk (2008) examined associations
between different forms of IPV and
psychological functioning in a sample
of 282 Latinas between the ages of
18 and 45 years. The investigators
found that “physical violence was as-
sociated with symptoms of depres-
sion and hostility, and psychological
abuse was related to depression,
hostility, and somatization. Sexual vio-
lence was generally not associated
with psychological functioning . . . [,
and t]he different types of [IPV] were
not related to participants’ self-es-
teem” (p. 282). It bears mentioning that
the investigators “did not include a
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promotion programs that seek to
influence norms surrounding risk
behavior within friendship net-
works. . . . This may serve to off-
set potential peer socialization to
engage in risk. (p. 246)

Mehrotra, Noar, Zimmerman, and
Palmgreen (2009) looked at “demo-
graphic, personality, and sexual risk
factors as predictors of partner-spe-
cific (main vs. casual) HIV/STD
[sexually transmitted disease] risk
perceptions in a sample of 1,489
young adults” (p. 39). As the investi-

Tool Box
SAVA Latina: Addressing the

Interplay of Substance Abuse,
Violence, & AIDS Affecting
Hispanic Women (Part 2)

Part 1 of this series (presented in the
Spring 2009 issue of mental health
AIDS) reviewed the literature linking
substance abuse, violence, and AIDS
(SAVA), including recent work delineat-
ing pathways that tie together violence
and HIV risk. The focus then shifted to
violence and its effects on immigrant
Hispanic women (Latinas) living in the
United States, cultural factors that con-
tribute to the risk for both violence and
HIV in this population, and screening
questions (in Spanish) that have dem-
onstrated utility in identifying women
who have been abused.

This concluding segment summa-
rizes the impact of violence on the
health (including mental health) of
women in general and Latinas in par-
ticular, unmet mental health needs in
this population, and the evolving state
of intervention research, including cul-
turally specific interventions for clini-
cians working in the crosscurrents of
these health and social problems.

Meeting Unmet Mental Health Needs
Macy, Ferron, and Crosby (2009) re-
viewed and synthesized 28 “empiri-
cal, peer-reviewed, research articles”
(p. 38) “that appeared from early 2000
through the fall of 2006” (p. 30) and
“reported findings from rigorous re-
search methods and diverse
samples, to investigate the chronic
health consequence of partner vio-

gators expected, “perceptions of
HIV/STD risk were higher in the con-
text of ‘casual’ as compared with
‘main’ partnerships” (p. 39), in which
“reduced salience of health issues,
feelings of safety, and conflict avoid-
ance” (p. 49) tend to decrease the
employment of safer sexual prac-
tices. Of interest were the findings
that even though “univariate analy-
ses demonstrated that gender, race/
ethnicity, sensation seeking, impul-
sivity, number of partners, and con-
dom use all influenced HIV/STD risk
perceptions, only gender, condom

use, and race/ethnicity remained sig-
nificant in multivariate analyses”
(p. 39).

Expanding on these factors associ-
ated with risk perception, Mehrotra
and colleagues observe that

females’ risk perceptions from
both main and casual sexual part-
ners [were] higher than that of
males. However[,] the risk per-
ception was greater in the case
of casual sexual relationships
than in main sexual relation-



measure of [PTSD], . . . nor did [they]
assess impairment related to mental
health symptoms” (p. 294), two steps
that would have enlarged the perspec-
tive on IPV and its impact on women’s
functioning. Additionally, in contrast to
a number of other studies,

sexual violence was not signifi-
cantly related to the mental health
symptoms considered in this
study, with the exception of having
a negative relationship with pho-
bic anxiety. . . . Also contrary to pre-
vious findings . . ., experiences
with [IPV] were not related to
women’s self-esteem. These dif-
ferential findings may be at least
partly accounted for by the fact that
[the investigators] controlled for
childhood maltreatment experi-
ences[,] . . . unlike researchers who
found a relationship between
[IPV] and self-esteem. Childhood
sexual abuse was associated
with lower self-esteem in the cur-
rent sample, consistent with nu-
merous studies on the conse-
quences of child sexual abuse.
. . . For many individuals, child-
hood trauma may have a more
profound impact on self-esteem
than adult victimization. (p. 294)

On the topic of trauma, “a possible link
between violence-related [PTSD] and
comorbid depression on immunity to
HIV acquisition and HIV disease pro-
gression warrants further investiga-
tion” (Campbell et al., 2008, p. 221).

When mental health needs are iden-
tified among Latinas who have experi-

enced IPV, are the needs being met?
To answer this question, Lipsky and
Caetano (2007) analyzed data from
7,924 “black, Hispanic, and non-His-
panic white women ages 18 to 49 who
were [married or] cohabiting” (p. 822)
and took part in SAMHSA’s 2002 cross-
sectional National Survey on Drug Use
and Health to examine “risk factors and
ethnic differences in the relationship

between [IPV] and unmet need for
mental health treatment (perceived
need for but did not receive treatment)
in the general population” (p. 822). The
investigators found that women who
had experienced IPV were twice as
likely as those who had not “to report
unmet need, after analyses controlled
for socioeconomic factors and sub-
stance abuse. In ethnic-specific mod-
els, only Hispanic and non-Hispanic
white women who experienced part-
ner violence were more likely than their
nonabused counterparts to report
unmet need for treatment” (p. 822).
More specifically, “Hispanic women
who experienced partner violence
were four times as likely as nonabused
Hispanic women to report unmet need.
. . . Hispanic women who reported
using illicit drugs were 3.7 times as
likely as nonusers to have unmet need
for mental health treatment” (p. 825).
Lipsky and Caetano conclude that
“women who experienced partner vio-
lence, especially Hispanic women, are
at increased risk of not receiving
needed mental health care” (p. 822).

Treating Transgressions in Tandem
Gielen et al. (2007) reviewed four stud-
ies testing interventions intended to
address the intersecting issues of
HIV and IPV; two of these models
(Melendez, Hoffman, Exner, Leu, &
Ehrhardt, 2003; Theall, Sterk, & Elif-
son, 2004) were summarized in the
Winter 2004 and Spring 2005 issues
of mental health AIDS, respectively.

Gielen and colleagues discerned,
however, that among the interventions
they reviewed, “none addressed sexu-
ally transmitted HIV and partner vio-
lence risk reduction simultaneously”
(p. 178), leaving these investigators
to conclude that “there is no best prac-
tice evidence on interventions that si-
multaneously address women’s IPV
and HIV sexual risk despite the strong
evidence that for many women these
issues are intertwined” (p. 195). They
suggest  that, “until such evidence can
be developed, practitioners should at
a minimum follow IPV screening and
referral protocols that exist for health
care providers. Because IPV is asso-
ciated with reduced ability to imple-
ment safer sex behaviors, HIV risk-re-
duction practitioners should incorpo-
rate IPV education, screening, and
referral into their program[s]” (p. 195).

Melendez and colleagues (2003) put
it this way:

Considering the high prevalence

(Tool Box is continued on Page 6)
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“The findings in this study add to the current literature regarding the substantial
unmet need for mental health treatment – not only among abused women in the

U.S. population overall, but also among Hispanic women in particular.”
 —— Lipsky & Caetano, 2007, p. 827

ships. . . . [T]his may be due to
high awareness among females
that they are more susceptible to
contracting HIV/STDs via hetero-
sexual contact. Additionally,
greater condom usage was re-
lated to higher levels of risk per-
ception[,] . . . imply[ing] that risk
perception and precautionary
behavior are linked in a meaning-
ful way.

Race/ethnicity was a significant
predictor of risk perception in
the case of main sexual partners

but not in the case of casual re-
lationships, implying that African
. . . Americans perceive main
sexual relationships as more
risky than do Whites. . . . One
can speculate that interventions
. . . regarding the risk posed in
main sexual relationships are
. . . increasing the salience of this
risk among African Americans.
(pp. 49-50)

Speaking to the potential for risk in
main sexual relationships, Mehrotra
and colleagues point to several

areas that should be addressed in
interventions:

First, it is important to determine
when casual relationships be-
come main/steady relationships[,
since researchers have] . . . found
that for adolescents and young
adults the cutoff point for discon-
tinuing condom use in favor of
hormonal birth control was at
about 3 weeks. Thus, in a short
period of time youngsters tend to
place a lot more trust in relation-

(Biopsychosocial Update is continued on Page 8)
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(Tool Box -- continued from Page 5)

of [IPV] and the fact that abused
women may not be easily identifi-
able, it is critical that issues relat-
ing to abusive partners be in-
cluded in all HIV/STD prevention
programs that target women. This
does not eliminate the need for in-
terventions specifically designed
for abused women, especially for
those who are currently in an abu-
sive relationship. [IPV] can take
many forms and can have far-
reaching effects upon safer sex
negotiation. Even if a woman has
not experienced abuse from a part-
ner, fear of abuse can regulate
behavior and prevent safer sex
negotiation. Therefore, it is essen-
tial that HIV/STD interventions for
women deal with the larger issues
surrounding [IPV] such as female
empowerment, sexual rights, and
gender roles, as well as provide
concrete guidelines for approach-
ing the subject of safer sex with an
angry or potentially abusive part-
ner.1 (p. 510)

Making the Most of
Machismo & Marianismo
Reviewing the literature on IPV among
Latinos, Klevens (2007) reports that
“published papers on interventions
that include Latinos are scant” (p. 115)
and “interventions that have been es-
pecially developed for Latinos are less
common” (p. 116). The development
and rigorous evaluation of such inter-
ventions are essential, Klevens
writes, because even though

the core experience may be simi-
lar, intimate partner relationships
must be understood within the

such as protecting and providing
for the family, and marianismo,
such as the power to produce life,
can be used when designing pre-
vention strategies for HIV and IPV
among this population. . . . Inter-
ventions also need to help women
develop skills that empower them
to play a greater role in sexual de-
cision making (e.g., greater knowl-
edge about risk factors for HIV,
communication, and condom ne-
gotiation skills) and promote
healthy relationships among inti-
mate partners (e.g., compromise,
shared decision making, honesty,
respect). (p. 264)

González-Guarda and colleagues,
among others, stress the importance
of targeting male partners when de-
veloping culturally specific prevention
interventions for Latinas. In fact,

targeting the partner’s substance
abuse and risky sexual behaviors
through treatment and prevention
may be more important in ad-
dressing HIV and IPV among His-
panic women than specifically tar-
geting their own behaviors (e.g.,
substance abuse and condom
use). . . . [I]nterventions [also] need
to be developed to target Hispan-
ics across different age groups,
socioeconomic conditions, and
levels of acculturation. Additionally,
more “Americanized” strategies
must be incorporated in these in-
terventions to target the prevention
and/or treatment of substance
abuse among more highly accul-
turated subgroups within this
population. (p. 263)

With regard to Latinas, Lipsky and
Caetano (2007) stress “the need for
developing culturally sensitive and
specific outreach to ethnic minority
communities about the effects of part-
ner violence on women’s mental
health and how to access these ser-
vices” (p. 827), although Klevens
(2007) observes that, in developing
these services, “factors that often lead
Latinas to delay seeking help need to
be considered” (p. 119).

¡Seguridad Primera/Safety First!
In fact, interesting violence-related
group work with Latinos conducted by

context of a group’s situation in our
society. For many Latinos in the
United States, IPV is often colored
by experiences of immigration (fre-
quently illegal), acculturation, and
socioeconomic disadvantage. Al-
though it is plausible for interven-
tions developed for other ethnic
groups to work for Latinos, these
efforts should be accompanied by
activities to address these addi-
tional issues. Moreover, Latinos are
a very heterogeneous group. More
research is needed to establish
potential differences in the experi-
ences of IPV among subgroups of
the Latino population. (p.119)

On this point, and with specific refer-
ence to Latinas, Moreno (2007)
stresses that “HIV and IPV programs
should include trauma-informed pre-
vention. Prevention efforts must derive
from the sociocultural definition of risk,
cultural scripts regarding gender and
power differentials, and the sociocul-
tural context of the relationship, which
includes issues of machismo and
marianismo” (p. 350). More specifically,

machismo and marianismo are
complex phenomena that, besides
being linked as influencing risk fac-
tors for HIV and IPV, can also serve
as a buffer of protection. . . . For
women functioning under the
marianista tradition, the role does
not allow her to know about sexual
matters, nor does it allow her to
negotiate safe[r] sex. In addition,
she might have to bear abuse for
the sake of the relationship and the
family. On the other hand, as a pro-
tective factor, a marianista has only
one sexual partner, which reduces
her risk for infection. For Latino
men who are traditional machistas,
the role can act as a protective fac-
tor against HIV/AIDS, because it
encourages them to be a “cabal-
lero” (gentleman), who is respon-
sible toward social obligations and
behaviors that protect the family
from harm. (p. 341)

González-Guarda, Peragallo, Urrutia,
Vasquez, and Mitrani (2008) pick up on
this point, urging that

activities that promote the more
positive aspects of machismo,

__________

 1 Melendez and colleagues (2003) offered
their study participants “non-confrontational
guidelines for staying firm and being heard”
when negotiating safer sex with a poten-
tially abusive partner. “Specific guidelines
included deciding beforehand where and
when to ask for safer sex (making sure it hap-
pens before engaging in foreplay), being
clear on strategy, and stating one’s needs
and feelings. Women also discussed differ-
ent tactics for dealing with an angry or abu-
sive partner when asking for safer sex, in-
cluding using self-talk to stay calm and fo-
cused, trying to solve the problem jointly,
showing empathy and assertiveness and fi-
nally, in order to avoid abuse, diverting the
topic to something less provocative or re-
moving oneself from the scene” (p. 509).
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research process entails the pi-
loting of the intervention using . . .
quasi-experimental/treatment and
comparison groups of women who
have experienced . . . [IPV].2 (p. 9)

Moreno (2007) speaks to the impor-
tance of support groups for Latinas in
observing that the women participat-
ing in her study were not only abuse
survivors, they were “resilient, and
some were able to leave their abu-
sive partners and start a new life. Many
women attributed these changes to
being HIV+ and the services, such as
support groups, that they received at
agencies that helped them to trans-
form their lives. . . . The lesson learned
here is that, as women with HIV have
a high incidence of abuse, HIV pro-
grams should include services for
women who are survivors of trauma,
and services for survivors of trauma
should address HIV/STI risk reduction
possibilities” (p. 350).

Moreno also reminds us of the “big
picture,” pointing out that “IPV and HIV
infection are not related strictly to the
individual’s risky conditions” and, for
this reason, “behavioral interventions
are not the only solution[;] we need to
be able to intervene with structural fac-
tors. Considering that many Latinas
are economically and socially depen-
dent on men for support entails rec-
ognizing the conditions that these
women live under, as well as how the
socioeconomic, relational, political,
and cultural conditions increase their
risk for HIV and IPV” (p. 350).
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sexual safety planning. One way to fos-
ter empowerment

is through the use of therapeutic
support groups. The women from

the focus groups [touted] the ben-
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Rountree and Mulraney assert that
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health, one in which sexual health is
as important as physical and mental
health, is called for” (p. 7). The inves-
tigators center their discussion on the
empowerment of women who have
experienced IPV in the service of

__________

 2 Through a similar process, D’Amico,
Barnes, Gilbert, Ryan, and Wenzel (2009)
developed a “tripartite prevention program
for impoverished young women transitioning
to young adulthood” that addresses “sub-
stance use, HIV risk, and victimization by
intimate partners” (p. 112). Of interest in this
program, which awaits pilot testing, is a fo-
cus on motivational interviewing.

“When addressing risk for HIV among Hispanic women . . .
 o Screening for IPV may be an effective way of identifying women at risk for HIV.
 o When evaluating risk for HIV among women, it is not enough to only assess for
STIs [sexually transmitted infections] and behaviors that may place them at risk. A
woman’s partner’s risk behaviors must also be considered.
 o Promoting positive aspects of culturally ascribed ideals for men (machismo) and
women (marianismo) . . . may help address gender inequities that propagate HIV,
substance abuse, and IPV in this population.”
                 —— González-Guarda, Peragallo, Urrutia, Vasquez, & Mitrani, 2008, p. 264
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too serious a topic to be dis-
cussed in casual sexual encoun-
ters and often engage in unsafe
sex.

The findings . . . also emphasize
the importance of sensitizing
males to the risk of contracting
STD/HIV in sexual relationships,
as their risk perceptions tend to
be lower than those of females in
risky sexual situations. . . .
[G]ender-specific risk appraisals
of main and casual sexual rela-
tionships need to be considered
in tailored and targeted safer sex
interventions. The same consid-
erations may need to be ex-
tended in designing interventions
keeping in mind racial differences
in appraisals of risky sexual situ-
ations in relationships. Indeed,
recent empirical evidence from
meta-analyses of HIV prevention
interventions has suggested that
. . . gender- and race-specific is-
sues surrounding risk perception
will likely be better dealt with in
single-gender and single-race in-
terventions rather than those tar-
geting more heterogeneous
groups.

Finally, . . . sensation seeking
and impulsive decision making
were found to be strongly related
to risk perception of contracting
both STDs and HIV in the bivari-
ate analyses. Given that high
sensation seekers actually seek
out risky behaviors and situations
because they feel rewarded by
the “thrill” of such experiences
. . ., and impulsive individuals ap-
pear to make (often bad) deci-
sions in the “heat of the moment”
. . ., these characteristics may
at times be important targeting
variables. (pp. 50-51)

About Men Who
Have Sex With Men
Serovich, Craft, McDowell, Grafsky,
and Andrist (2009) interviewed 57 men
who have sex with men (MSM) living
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(Biopsychosocial Update -- continued from Page 5)

ships without determining each
other’s risk status. Second, it
has been found that young adults
often use partner selection
(attractiveness of the person,
appearance of health, etc.) rather
than safer sexual practices to
avoid disease. . . . Such superfi-
cial perceptions of risk judgment
should be addressed. Third, the
notion[s] of emotional safety and
physical safety need . . . to be
disentangled. . . . At times, those
in main relationships appear to
confuse emotional safety (i.e.,
intimacy) with physical safety
(i.e., no risk of STDs). Interven-
tions might more clearly commu-
nicate the idea that monogamy

only means safety from disease
if both partners have been tested
and are sure they are free of
STDs.

. . . [Additionally, interventions
could highlight] the importance of
protective behaviors in order to
protect one’s partner, to show
concern for each other, and build
trust by communicating about
and practicing safe[r] behaviors.
In [the] case of casual relation-
ships, more risk appraisal should
be encouraged to counter what
has been called the “ultimate
irony.” . . . This is a situation in
which young adults consider the
discussion of each other’s sexu-
ally transmitted infection status
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firmed as HIV negative for a total
sample size of 32 participants” (p.
433). Participants, living in all parts
of New York City, were matched for
race/ethnicity, educational level, and
most-frequently used substance.
Qualitative analysis of the narratives

revealed seven recurring, motiva-
tional subthemes that were con-
sidered central for understanding
the role that club drug use plays
in gay and bisexual men’s lives.
These motivations were en-
hanced physical sensation, facili-
tation of sex, emotional enhance-
ment, emotional equivalence,
emotional escape, facilitation of
social interaction, and ability to
overcome social inhibitions. De-
scriptions of these seven motiva-
tions appeared to fall within three
larger domains, namely a physi-
cal, an emotional/mental, and a
social domain. In the physical
domain, participants reported that
drug use gave them a physical
rush, stamina, made sex more
intense and pleasurable, as well
as alleviated sexual inhibition,
thus allowing them to have gay
sex. In the emotional/mental do-
main, participants recounted that
drug use enhanced emotions,
helped them to be on the same
wavelength as their peers, as well
as allowed them to emotionally
escape from traumatic experi-
ences and life stresses. In the
social domain, participants ar-
ticulated that drug use enhanced
their social interactions with men,
that is, it gave them courage to
approach and look beautiful to
men, feel accepted by them, as
well as allowed them to overcome
social inhibitions associated with
talking to men. Also, in the
social domain, the men viewed
drug use as a tool for obtaining
sex and companionship through
the promise of peer drug use.
(pp. 436-437)

Jerome and colleagues contend that

with HIV to identify methods used
by these men to initiate safer sex
with casual sex partners. The in-
vestigators identified four categories
of strategies:

having a nonnegotiable safer sex
policy, behaviorally controlling
the interaction, being verbally di-
rect, and hinting. . . . Strategies
varied by degree of explicitness
and partner involvement. Men in
this study often employed mul-
tiple strategies if their partner was
not initially receptive to engaging
in safer sex behaviors. These
data suggest that HIV prevention
programs should prepare MSM to
handle difficult sexual encounters
successfully without surrender-
ing. In fact, because resistance
from partners frequently occurs[,]
HIV prevention programs should
consider normalizing such inter-
actions and educate men on how
to negotiate safer sex. Perhaps
a personalized continuum of
strategies could be developed.
This repertoire could then be
practiced until an acceptable level
of implementation comfort is
achieved.

The results also revealed that
men are not only using multiple
strategies to negotiate safer sex,
but they are using varying strate-
gies with different partners. Men
often described engaging in cer-
tain safer sex strategies or choos-
ing not to engage in strategies
depending on a partner’s as-
sumed or known serostatus, per-
ceived risk of violent retribution,
where the encounter was going
to take place, or where the part-
ner was encountered. If a partner
was known to be HIV-positive,
then verbally direct and partner
[-]involved strategies could be
more easily employed. When a
partner’s status was not known[,]
hinting strategies or ones with low
partner involvement seemed pre-
ferred.

Participants also discussed uti-
lizing strategies based on per-
sonal safety and chose less con-
frontational strategies when they
sensed the possibility of danger
from a partner, did not want to risk
sexual rejection, or believed that
emotional intimacy with the part-
ner . . . could develop. In con-
trast, more confrontational strat-
egies were employed when they
felt physically safe or when the
availability and accessibility of
other partners decreased the re-
percussion of rejection. . . . HIV
prevention interventionists work-
ing to increase safer sex among
HIV-positive men might consider
helping MSM choose strategies
based on such information and
settings. (p. 11)

Serovich and colleagues suggest
that, “rather than stressing condom
usage as the only means of safer
sex, . . . assist men with developing
a safer sex identity that embraces
multiple behaviors. . . . Offering nu-
merous safer sex options . . . and
taking into account men’s motiva-
tions for sexual relationships may
. . . be more beneficial to those living
with HIV” (p. 12).

Two recent qualitative studies focus
on motivation and meaning in
connection with the use of meth-
amphetamine (meth) and other
club drugs among MSM. To exam-
ine motivations for the use of club
drugs – “specifically, [meth],
methylenedioxymethamphetamine
(MDMA), ketamine, gamma hydroxy
butyrate (GHB), and powdered co-
caine” (p. 432) – Jerome, Halkitis,
and Siconolfi (2009) conducted quali-
tative interviews with 16 MSM “who
entered . . . [a] longitudinal study on
club drug use and sexual behavior
believing they were HIV negative or
HIV unknown, yet who were, in fact,
tested and confirmed to be HIV posi-
tive. These 16 seroconverted partici-
pants were subsequently matched
with 16 participants who were con-



“findings in all three domains provide
support to the theory that men come
with preexisting mental states
(vulnerabilities) into a sexual and
drug-taking event that may cause
them to disengage through drug use
and engage in unsafe sex” (p. 442).
According to the investigators, these
findings “strongly indicate a need for
interventions aimed at diagnosing
and treating affective disorders both
behaviorally and with psychotropic
medication, when necessary”
(p. 443). For this reason, “approaches
to treatment for drug addiction
among gay and bisexual men must
delve into mental health factors in
order to disentangle associations
between use and undesired psycho-
logical states, rather than simply
dealing with the drug-using behavior
in isolation” (p. 443).

Similarly, in the San Francisco Bay
area, Chartier et al. (2009) examined
“the impact of [meth] use on the lives
and relationships of [22] HIV-positive
MSM who had struggled with [meth]
dependence or use, with a specific
focus on identifying and describing
personal values and meaning related
to use” (p. 506). Among the findings
of this investigation, many study par-
ticipants used meth “to take a break
from living with HIV/AIDS, being on
disability, and often from debilitating
mental health problems like depres-
sion. . . . Almost all participants ac-
knowledged that this was only a
momentary fix, but it remained im-
portant as one of the only identified
resources that could provide momen-
tary respite from carrying the burden
of their life problems. Several men
referred to this as self-medicating,
particularly in relation to depression
and anxiety” (p. 513).

Regarding the use of meth to en-
hance or to increase the frequency
of sex, “although some identified that
as an important reason – and often
the only reason they used – they
were not the majority. Participants
identified several additional reasons
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for using [meth]. Many described
that their HIV infection brought
chronic pain and fatigue, preventing
them from accomplishing activities
of daily living. With the energy boost
from [meth], they were able to clean
their places of residence, do laun-
dry, go to the store, and sometimes
even work for extra money” (p. 513).

Even through nearly all study partici-
pants recognized the negative effect
of meth use on their lives, “the ma-
jority . . . described many more fac-
tors motivating and facilitating their
use than discouraging it, and found
the former to generally be more com-
pelling” (p. 513). Several of the men
attributed their use of meth “to their
worsening depression and suici-
dality, anxiety, isolation, paranoia,
and a general deterioration in their
ability to cope with life stressors”
(p. 513). Among some of those tak-
ing meth primarily in connection with
sex,

paralleling th[e] . . . drive for in-
creasingly pleasurable and more
frequent sex was also the search
for a long-term partner. This felt
at odds with connecting only
around sex while high. For those
in relationships in which [meth]
was involved there was often vio-
lence and emotional abuse. The
estrangement of family and
friends because of [meth] use
was common, especially with
prolonged use. Some kept them-
selves away when they were us-
ing because they did not want to
do more damage in those rela-
tionships, and for others family
and friends had pulled away be-
cause of their use. (p. 514)

With regard to having meaning in
their lives,

not . . . working left many partici-
pants feeling useless, listless,
and with significant amounts of
unscheduled time. Many felt
they would be able to work, but

were wary of looking for or con-
tracting for work because they did
not want to jeopardize their dis-
ability status. Several men were
then in the situation of having
considerable free time, a source
of money coming in on a regular
basis, and a slowly deteriorating
sense of life meaning and pur-
pose. This, as some described,
was a perfect recipe for develop-
ing a drug addiction, even if one
had not existed before in their
lives. (p. 514)

Additionally, “being embedded within
a mainstream cultural paradigm that
designates partnership, children, and
family as important indicators of life
meaning, particularly as one ages,
was identified as contributing to lack-
ing a sense of purpose. Combined
with not working, having a debilitat-
ing, chronic disease, and coping
deficit, many men turned to [meth]
use and sex. For those who dis-
cussed this issue, insight did not
provide sufficient motivation to deter
them from continued engagement in
these high-risk behaviors” (p. 514).

Not unlike Jerome and colleagues,
Chartier and colleagues believe that
treatment

must not only focus on address-
ing problematic behavior, but
could also include understanding
the context from which such be-
havior was derived, incorporating
what a person values and finds
meaningful in his or her life into
altering behavioral choices. With
an eye to reconnecting an indi-
vidual with a valued and mean-
ingful life from which more func-
tional decisions can be made,
altering the person’s relationship
to the context in which they are
currently functioning . . . can pro-
vide a useful roadmap for modify-
ing the treatment of [meth] ad-
diction. Acceptance-based thera-
pies, such as acceptance and
commitment therapy (ACT), tar-
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get these areas specifically and
might aid in this process. . . .

A suggestion echoed by many of
the participants was that treat-
ment should occur in a nonjudg-
mental environment. . . . Gay
affirmative therapy might be help-
ful in its advocacy that therapists
. . . should . . . help clients de-
velop gay identity in a safe and
esteem-building environment.
. . .

In addition to increasing aware-
ness of the need for sensitivity
about sexuality, there are issues
specific to living with HIV/AIDS
that bear consideration in the
treatment of [meth] addiction. For
example, people living with HIV/
AIDS often complain of debilitat-
ing fatigue, which can come in
part from physical (i.e., anemia,
low CD4 count, impaired liver or
thyroid function, abnormalities in
cortisol) or psychological causes
such as depression. . . . With the
alternative being self-medication
with a dangerous and highly ad-
dictive drug like [meth], if there
are available pharmacologic
agents to address comorbid and
debilitating physical symptoms
like fatigue, they should be con-
sidered. (pp. 515-516)

HIV Assessment News
HIV Counseling & Testing
Sheon and Lee (2009) “used conver-
sation analysis to examine record-
ings of HIV-test counseling sessions
in order to understand how
counselors and clients conceptu-
alize and discuss sex partners’
disclosure of HIV status. Of 50
test sessions [with MSM] audio-
recorded in four publicly funded sites
in Northern California, 47 sessions
included a discussion about sexual
partners’ serostatus disclosure”
(p. 133). The investigators “identified
three major patterns in the ways
that counselors and clients dis-
cussed sex partners’ serostatus

disclosure. First, in the majority of
the sessions (91.5%), counselors
and clients avoided directly assert-
ing partners’ serostatus. Second,
they treated both positive and nega-
tive serostatus disclosure as uncer-
tain and untrustworthy. Third,
counselors and clients collaborated
with one another in constructing a
shared understanding about the un-
certainty, unknowability and untrust-
worthiness of HIV disclosure from
partners” (p. 137). The results of this
study

have significant implications for
HIV prevention and serostatus
disclosure as a prevention
method. First, given the partici-
pants’ skepticism about sero-
status disclosure from sex part-
ners, . . . [these] data suggest
that serostatus disclosure may
not be an effective HIV-prevention
strategy, at least among sero-
negative populations. . . . [T]he
current emphasis on serostatus
disclosure as a prevention strat-
egy should be reconsidered.
[MSM] often avoid directly
disclosing their status. . . . When
they do disclose, the disclosure
may be dismissed as unreliable
or it may not necessarily lead to
safer sex behaviors.

Second, the results of this study
suggest that clients may receive
incoherent HIV-prevention
messages about serostatus
disclosure. . . . Although the
counselors in . . . [this study
advised] clients to talk with their
partners about their status before
having sex, serostatus disclosure
from partners was generally
perceived as an unreliable
indicator of actual serostatus.
Indeed, quite a few counselors
. . . advised clients not to rely on
partners’ disclosure in making
safer sex decisions. These
paradoxical messages may lead
clients to disregard prevention
messages more generally.

. . . Third, if . . . [these] data re-
flect widely shared views on dis-
closure, it appears that HIV-pre-
vention strategies advocating
sero-sorting are primarily relevant
for seropositive populations. . . .
In 1985, HIV antibody screening
divided the population into two
categories: HIV-positive and HIV-
negative. However, these two cat-
egories differ fundamentally in
their permanence. An HIV-posi-
tive person remains so forever –
although combination therapies
have produced a category of posi-
tives with undetectable HIV. A
sexually-active, HIV-negative per-
son, on the other hand, could
potentially test HIV-positive at
any moment given the perennial
uncertainties surrounding the
antibody window period and
routes of transmission. This fun-
damental difference in perma-
nence between HIV-positive and
HIV-negative categories means
that it may be more useful to
think of HIV status as dichoto-
mized between HIV-positive and
HIV-”unknown” because the sta-
tus of HIV negative, particularly
among high risk populations
such as MSM, is subject to a
high degree of uncertainty. . . .
The instability of HIV-negative sta-
tus may contribute to the percep-
tion that HIV serostatus disclo-
sure and sero-sorting is an unre-
liable prevention strategy for
MSM without an HIV-positive di-
agnosis. (pp. 137-138)

Psychiatric Assessment
Kapetanovic et al. (2009) analyzed
medical records data from a cohort
of 273 women living with HIV who had
received perinatal care and found that
the overall prevalence of maternal
perinatal depression (PND) was
30.8%.4 Furthermore, “PND was sig-__________

 4 “Since antenatal and postpartum depres-
sion frequently overlap, the more inclusive
term perinatal depression (PND) has been
increasingly used in the literature as more
clinically relevant” (Kapetanovic et al., 2009,
p. 101).
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nificantly associated with substance
abuse during pregnancy . . . and past
history of psychiatric illness. . . .
Compared to mothers with CD4 na-
dir greater than 500 cells/mm3, moth-
ers with a CD4 nadir during preg-
nancy < 200 cells/mm3 were 3.1
times more likely to experience
PND. . . . Women who had anti-
retroviral (ARV) medications adher-
ence problems during pregnancy
were more likely to experience PND
than women who were adherent”
(p. 101). Although preliminary, these
results suggest that

HIV-infected pregnant women are
at high risk for depression, both
during pregnancy and postpar-
tum. . . . Clinicians caring for HIV-
infected women should be aware
of this risk, and consider screen-
ing the women routinely for de-
pression, both antenatally and
postpartum, preferably with one
of the standard validated screen-
ing tools (e.g., Edinburgh Post-
natal Depression Scale[; Cox,
Holden, & Sagovsky, 1987]). . . .

For HIV-infected women with a
past history of mental illness,
substance use during pregnancy,
significant social stressors and
CD4+ count 200 cells/mm3 or less
at any point during pregnancy,
. . . such screening is strongly
indicated. It also seems reason-
able to suggest that CD4+ count
200 cells/mm3 or less should be
considered as a clinical marker
of the PND risk in HIV-infected
pregnant women. (pp. 106-107)

Neuropsychological Assessment
Skinner, Adewale, DeBlock, Gill, and
Power (2009) “analysed the relative
performance of the HIV Dementia
Scale (HDS), International HIV De-
mentia Scale (IHDS) and the Mini-
Mental Status Exam (MMSE)
together with neuropsychological
[(NP)] tests (Symbol-Digit, Grooved
Pegboard and Trail Making) in
HIV-1-seronegative subjects (HIV-;

n = 13) and in HIV-1-seropositive sub-
jects with HAND [HIV-associated
neurocognitive disorder] (HIV +
HAND; n = 13) and other neurologi-
cal disorders (HIV + OND; n = 20)”
(p. 246) to determine the capacity
of NP screening tools to detect
HAND in persons attending HIV pri-
mary care clinics who had been ex-
posed to or are actively receiving
HAART (highly active ARV therapy).
Skinner and colleagues found that
the conventional NP tests “consis-
tently showed significantly poorer
performance by HIV + HAND sub-
jects compared with the other two
groups. Similarly, the mean HDS and
IHDS scores were lower in the HIV +
HAND group compared with the other
two groups . . . while the mean
MMSE score did not show signifi-
cant differences between the HIV +
HAND and HIV + OND groups”
(p. 246). The investigators conclude
that “the MMSE is a weak tool for
diagnosing HAND in this group of pa-
tients but the HDS and IHDS dem-
onstrate better efficiencies, although
cut-off values for the HDS require
reassessment in the era of effective
[ARV] therapy” (p. 246).

HIV Treatment News
Medical Care
The integration of mental health
and HIV primary care services is
the subject of two recently published
studies that examined different as-
pects of care and reached varying
conclusions regarding service inte-
gration.

Hoang et al. (2009) measured and
ranked integrated HIV care (IHC) at
five Veterans Affairs (VA) healthcare
facilities and evaluated the effect of
IHC on HIV viral suppression
among 1,018 veterans receiving com-
bination ARV therapy. The investiga-
tors “defined IHC to be a care model
in which specialists from multiple
disciplines collaborate within a
geographically and temporally
constrained clinic environment to pro-
vide HIV-infected patients with onsite

primary care, HIV specialty services,
and other services such as treatment
for hepatitis C, mental health, sub-
stance abuse, social services, etc.”
(p. 561). Hoang and colleagues found
that

patients who visited HIV clinics
with more integrated specialty
services were more likely to
achieve viral suppression. In par-
ticular, patients visiting clinics
which offered hepatitis, psychiat-
ric, psychologic, and social
services in addition to primary
care and HIV specialty services
were 3 times more likely to
achieve viral suppression than
patients visiting clinics which
offered only primary care and HIV
specialty services. This effect had
been adjusted for patients’
access to [ARV] medication and
demographic and clinical factors.
(p. 565)

Moreover, the investigators “believe
that . . . [these] results are general-
izable to care settings beyond the
VA” (p. 565). Having found that “fre-
quency of visits was a strong predic-
tor for viral suppression,” Hoang and
colleagues “suggest not only that
resources should be allocated to
integrate subspecialty services into
HIV primary care clinics but also that
providers should channel patients
toward these clinics and retain them
in care. Future studies should ex-
amine which specific elements of
IHC are most associated with viral
control and what role provider expe-
rience plays in this association”
(p. 566).

Are integrated care services for per-
sons living with HIV, as well as diag-
nosed mental health and substance-
related disorders, cost effective?
Weaver et al. (2009) conducted the
first randomized controlled trial to
address this question regarding the
care of “triply diagnosed” patients.
Study participants from four study
locations (Chicago, Detroit, St. Louis,
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tion and those believing that spiri-
tuality helps adherence. In sum-
mary, the importance of spiritual/
mind-body beliefs in treatment
decision-making and adherence
should be acknowledged since
not taking or not adhering to treat-
ment may affect survival and
quality of life of people with HIV.
(pp. 132-133)

Mellins et al. (2009) examined “fac-
tors associated with adherence to
. . . ARVs . . . in an HIV-infected
population at high risk for non-adher-
ence: individuals living with psy-
chiatric and substance abuse dis-
orders” (p. 168). Data were derived
from a multisite convenience sample
of 1,138 adults living with HIV, psy-
chiatric, and substance-related dis-
orders. Among study participants,

62% were prescribed ARVs at
baseline (n = 542) and 45% of
those on ARVs reported skipping
medications in the past three
days. Reports of non-adherence
were significantly associated with
having a detectable viral load.
. . . The factors associated with
non-adherence were current drug
and alcohol abuse, increased psy-
chological distress, less atten-
dance at medical appointments,
non-adherence to psychiatric
medications and lower self-re-
ported spirituality. Increased psy-
chological distress was signifi-
cantly associated with non-ad-
herence, independent of sub-
stance abuse. (p. 168)

Mellins and colleagues point out that
“those patients at the greatest risk
for ARV non-adherence in this study
were those who reported current al-
cohol, marijuana or crack use and
psychological distress. . . . These
findings suggest that brief, focused
screening measures targeting current
substance use, use of specific drugs
and psychological distress, should
be utilized to identify those at high-
est risk for non-adherence, thus fa-

decision-making was influenced
by health-related spiritual beliefs
(e.g., calling on God/Higher
Power for help/protection, God/
Higher Power controls health)
and mind-body beliefs (e.g., mind
controls body, body tells when
medication is needed). Partici-
pants believing God/Higher
Power controls health were 4.75
times more likely to refuse, and
participants with mind-body be-
liefs related to decision-making
were 5.31 times more likely to
defer [ARVs] than those without
those beliefs. Participants believ-
ing spirituality helps coping with
side effects reported significantly
better adherence and fewer
symptoms/side effects. Fewer
symptoms/side effects were sig-
nificantly associated with the
beliefs mind controls body, call-
ing on God/Higher Power for help/
protection, and spirituality helps
adherence. (p. 127)

On the basis of these findings,
Kremer and colleagues conclude that

spiritual/mind-body beliefs may
serve as both barriers and moti-
vators to treatment decision-mak-
ing and adherence. . . . [M]ind-
body beliefs . . . may encourage
individuals to postpone [ARVs]
. . . until they are ready to take
them and enhance adherence,
once the individual is prepared to
take treatment. Unless initiation
of treatment is . . . deferred be-
yond a critical point, awaiting
treatment readiness may be the
superior choice that prevents the
development of treatment resis-
tance due to nonadherence. . . .

Furthermore, the belief that spiri-
tuality helps coping with side ef-
fects is not only related to better
adherence but also to fewer
symptoms/side effects. Fewer
symptoms/side effects are also
reported in those calling on God/
Higher Power for help and protec-

and Seattle) were randomly assigned
to the intervention group (n = 232),
which received integrated HIV pri-
mary care, mental health, and sub-
stance abuse services; or the con-
trol group (n = 199), which received
care-as-usual. During the 12 months
of the trial, “the 6% and 8% . . . de-
cline in total average monthly cost
of health services for the intervention
and control groups[,] respectively,
was not significant. . . . For the
sample as a whole, two out of three
measures of the quality of life de-
creased during the trial; . . .
[u]nfortunately, the results failed to
demonstrate that the interventions to
integrate care significantly affected
the cost of health services or quality
of life” (p. 41).

Although these results “did not dem-
onstrate that the integrated interven-
tions significantly affected the health
service costs or quality of life of tri-
ply diagnosed patients,” (p. 33),
Weaver and colleagues speculate
that “future trials with lower baseline
levels of integration, longer duration
and larger sample sizes may show
improvement or slow the decline in
quality of life” (p. 42). In the interim,
health service professionals “could
pursue coordination or integration of
care guided by the evidence that it
does not increase the cost of care.
The results do not[,] however, pro-
vide an imperative to introduce multi-
disciplinary care teams, adherence
counseling, or personalized nursing
services as implemented in this
study” (p. 33).

Psychiatric/Psychological/
Psychosocial/Spiritual Care
Adherence to Treatment
Kremer, Ironson, and Porr (2009) “ex-
amined spiritual/mind-body be-
liefs related to treatment decision-
making and adherence in 79 HIV-
positive people (35% female, 41%
African American, 22% Latino, 24%
White) who had been offered [ARV]
treatment by their physicians” (p.
127). The investigators found that
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cilitating more effective treatment
planning” (p. 174). In addition, these
data

suggest that there are adults cop-
ing with HIV, mental illness and
substance use who can adhere
to ARV medications and, thus,
considerations about initiating
ARV treatment should not be
based on presence of substance
abuse or mental illness alone.
However, the data also suggest
that HIV-infected patients coping
with mental illness and substance
abuse are at heightened risk for
sub-optimal adherence, particu-
larly in the context of current sub-
stance use and psychological
distress. Several studies of HIV-
infected adults document an as-
sociation between psychological
distress, particularly depression
and poor health outcomes . . .,
highlighting the need for therapeu-
tic interventions. (p. 175)

Malee et al. (2009) assessed the
relationship between cognitive
functioning and ARV medication
adherence among 1,429 children
and adolescents with perinatally
acquired HIV infection who were
between the ages of 3 and 18 years
and living across the U.S. The inves-
tigators found that

the mean score of the children in
this cohort was within the low-
average range of cognitive func-
tioning, and their performance in
most areas, including verbal,
memory, and perceptual organi-
zation, was below expectations
for the general population. Six-
teen percent of children in this
cohort were cognitively impaired.
. . . This finding is consistent with
recent studies that describe a
decrement in rates of progressive
HIV encephalopathy but not elimi-
nation of significant neurocogni-
tive impairment among children
with HIV during the HAART era.
(p. 170)

Despite impairments, “cognitive
status was not associated with
adherence to full medication regi-
mens; however, children with border-
line/low average cognitive function-
ing (IQ 70-84) had increased odds of
nonadherence to the protease inhibi-
tor class of [ARV] therapy. Recent
stressful life events and child health
characteristics, such as HIV RNA
[viral load] detectability, were signifi-
cantly associated with non-
adherence” (p. 164). These findings
point to “the presence of adequate
caregiver vigilance and active partici-

pation in the process of adherence
with these children” (p. 170). Addi-
tionally,

higher caregiver education and
the nature of the child-caregiver
relationship, appeared to be pro-
tective and reduced the risk for
medication nonadherence in chil-
dren with HIV infection. Children
whose medications were admin-
istered by caregivers such as
relatives (e.g., aunts, grandpar-
ents) or nonrelative adults (e.g.,
foster/adoptive parents) demon-

nursing organization providing care to
people living with HIV/AIDS in an Aus-
tralian city. . . . [P]ositive findings sup-
port continuing implementation of the
role within this community setting and
indicate that even greater benefits will
ensue as the role develops further.
Findings are of interest to clinicians
and policy makers seeking to imple-
ment similar roles in community-
based HIV/AIDS care” (p. 129).

Cavanaugh, C.E., & Classen, C.C.
(2009). Intergenerational pathways
linking childhood sexual abuse to HIV
risk among women. Journal of Trauma
& Dissociation, 10(2), 151-169.
“This article reviews and links . . . two
bodies of literature to indicate how
mothers’ histories of childhood sexual
abuse may compromise their
parenting practices, which may in turn
impact daughters’ HIV risk. We also
. . . present a model indicating poten-
tial intergenerational pathways be-
tween childhood sexual abuse and
HIV risk among women. The literature
supporting this model and gaps in the
literature are described” (p. 151).

Copenhaver, M., Chowdhury, S., &
Altice, F.L. (2009). Adaptation of an evi-
dence-based intervention targeting
HIV-infected prisoners transitioning to
the community: The process and out-
come of formative research for the
Positive Living Using Safety (PLUS)
intervention. AIDS Patient Care &
STDs, 23(4), 277-287.
“This study outlines the process and
outcome of formative research that we
conducted in preparation to deploy
Positive Living Using Safety (PLUS),
a behavioral intervention, designed to

Tool Box
Books & Articles

Alfonso, V., Toulson, A., Bermbach, N.,
Erskine, Y., & Montaner, J. (2009). Psy-
chosocial issues influencing treat-
ment adherence in patients on multi-
drug rescue therapy: Perspectives
from patients and their health care
providers. AIDS Patient Care & STDs,
23(2), 119-126.
“Multidrug rescue therapy (MDRT) is
often used for the treatment of highly
experienced patients who harbor HIV
variants with decreased susceptibil-
ity to multiple antiretrovirals [(ARVs)].
Patients on MDRT typically have lim-
ited treatment options, and without
treatment, their prognosis can be poor.
. . . [A]dherence to MDRT demands a
substantial behavior change . . . [and
a]llocating the time to make a com-
mitment to treatment can optimize
adherence. It is therefore crucial that
patients be provided with time to make
informed decisions, explore and re-
solve their willingness and readiness
to commit to treatment, and maintain
supportive relationships with their
[health care providers], all of which can
optimize adherence to MDRT” (p. 119).

Allen, J., Hamilton, A., Nunn, R., Crock,
L., Frecker, J., & Burk, N. (2009). Evalu-
ation of a community-based mental
health drug and alcohol nurse in the
care of people living with HIV/AIDS.
Journal of Psychiatric & Mental Health
Nursing, 16(2), 129-136.
“This study evaluated a community-
based mental health drug and alco-
hol nurse role caring for people living
with HIV/AIDS (Mental Health D&A
Nurse) in a large not-for-profit district
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strated lower risk for nonadher-
ence. . . . Parents with HIV dis-
ease may require increased so-
cial support to ensure medication
success for their children, par-
ticularly if their current or chronic
life stress is high. (p. 171)

Malee and colleagues recommend

target[ed] preventive, multilevel
interventions to support children
and families at highest risk for
nonadherence, particularly when
medication regimens are initiated.

Developmentally appropriate edu-
cation, deliberate practice of
emerging and complex self-care
routines, and ongoing monitoring
of adherence are essential for all
children, regardless of cognitive
status, especially during early
adolescence when caregivers
and teens anticipate greater in-
dependence. Children and fami-
lies who experience stressful life
events, even if short-lived, may
require additional psychosocial
support and monitoring to en-
hance adherence. Stress man-

agement and problem-focused
coping skills may be particularly
useful for children and caregivers
and could be facilitated in a pri-
mary care setting in which cul-
turally sensitive mental health
care and case management are
available. (p. 172)

In a related study, Naar-King et al.
(2009) surveyed 123 youth between
the ages of 8 and 18 years, as well
as their caregivers, in a “multi-
site study of family allocation of
pediatric HIV management,” with the

“Given that solution-focused brief
therapy (SFBT) is strength-based,
emphasizes resources, and focuses
on solutions despite the presence of a
problem, SFBT groups may be one
unique resource available to combat
the challenges encountered by per-
sons living with HIV/AIDS. This article
aims to set forth the value of adapting
SFBT principles within the context of
group therapy to best serve the mental
health needs of the HIV/AIDS popula-
tion” (p. 14).

Gilliam, P.P., & Straub, D.M. (2009). Pre-
vention with positives: A review of pub-
lished research, 1998-2008. Journal
of the Association of Nurses in AIDS
Care, 20(2), 92-109.
”This article provides a review of the
scientific evidence within the preven-
tion with positives domain from 1998
to 2008. A discussion is provided re-
garding early descriptive and forma-
tive studies as well as more recent and
ongoing intervention trials specifically
designed for persons living with HIV. A
summary of current knowledge, a de-
scription of ongoing research, and
gaps in knowledge are identified”
(p. 92).

Marvel, F., Rowe, C.L., Colon-Perez, L.,
DiClemente, R.J., & Liddle, H.A. (2009).
Multidimensional Family Therapy
HIV/STD risk-reduction intervention:
An integrative family-based model for
drug-involved juvenile offenders.
Family Process, 48(1), 69-84.
”We describe the development and
implementation of the Multidimen-
sional Family Therapy HIV/STD risk-
reduction intervention (MDFT-HIV/
STD). . . . MDFT-HIV/STD is the first

model to address largely unmet HIV/
STD prevention and sexual health
needs of substance abusing juvenile
offenders within the context of a fam-
ily-oriented evidence-based interven-
tion” (p. 70).

Nobles, W.W., Goddard, L.L., & Gilbert,
D.J. (2009). Culturecology, women,
and African-centered HIV prevention.
Journal of Black Psychology, 35(2),
228-246.
“In this article, we discuss the Healer
Women Fighting Disease Integrated
Substance Abuse and HIV Prevention
Program for African American women
– an innovative project that tested the
efficacy of the African-centered behav-
ioral change model in the prevention
of behavioral choices associated with
HIV/AIDS” (p. 229).

O’Leary, A., & Wolitski, R.J. (2009).
Moral agency and the sexual trans-
mission of HIV. Psychological Bulle-
tin, 135(3), 478-494.
“The present article reviews the litera-
ture on sexual transmission risk be-
havior within [a] theoretical framework
of moral agency. The article first re-
views evidence for the operation of
moral agency in transmission risk be-
havior and HIV status disclosure. Next,
suggestive evidence is presented for
the operation of mechanisms of moral
disengagement. . . . Finally, the article
reviews a small number of interven-
tions that have been shown to be ef-
fective in reducing transmission risk
behavior, through the lens of moral
agency, and make[s] recommenda-
tions for future intervention research”
(p. 478).

(Tool Box is continued on Page 16)

address the HIV risk behavior and
HAART [highly active ARV therapy] ad-
herence challenges faced by HIV-in-
fected inmates as they transition back
to the community” (p. 285).

Davey, M.P., Foster, J., Milton, K., &
Duncan, T.M. (2009). Collaborative ap-
proaches to increasing family support
for HIV positive youth. Families, Sys-
tems, & Health, 27(1), 39-52.
“The authors highlight the use of a
common clinician-rated family sup-
port tool for medical and mental health
staff to discuss patients and their
families. . . . Through the use of a case
example the authors elaborate on
how this family support tool aided in
building a collaborative relationship
with a focus on garnering family sup-
port for youth coping with the diagno-
sis of HIV” (p. 39).

Dennis, M.K. (2009). Risk and protec-
tive factors for HIV/AIDS in Native
Americans: Implications for preventive
intervention. Social Work, 54(2), 145-
154.
“This article examines historical, bio-
logical, social, and behavioral cofac-
tors related to the spread of HIV/AIDS
within the context of Native American
culture. Special attention is given to
vulnerable subgroups and to the need
for culturally appropriate efforts at pre-
vention and intervention that respect
the unique needs of each group”
(p. 145).

Froerer, A.S., Smock, S.A., & Seedall,
R.B. (2009). Solution-focused group
work: Collaborating with clients diag-
nosed with HIV/AIDS. Journal of Fam-
ily Psychotherapy, 20(1), 13-27.
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(Tool Box -- continued from Page 15)

Pence, B.W. (2009). The impact of
mental health and traumatic life expe-
riences on antiretroviral treatment out-
comes for people living with HIV/AIDS.
Journal of Antimicrobial Chemo-
therapy, 63(4), 636-640.
“Extensive research has demon-
strated that the primary barriers to
[ARV therapy] adherence include men-
tal illness, especially depression and
substance abuse, as well as histo-
ries of traumatic experiences such as
childhood sexual and physical abuse.
. . . The efficacy of standard mental
health interventions, such as antide-
pressant treatment and psycho-
therapy, has been well-defined, and a
small but growing body of research
demonstrates the potential for such
interventions to improve [ARV therapy]
adherence and reduce sexual risk
behaviours. . . . Challenges to the pro-
vision of mental healthcare . . . in HIV
clinical settings include time and re-
source constraints, lack of expertise
in psychiatric diagnosis and treatment,
and lack of available mental health
referral services” (p. 636).

Reisner, S.L., Mimiaga, M.J., Skeer, M.,
Perkovich, B., Johnson, C.V., & Safren,
S.A. (2009). A review of HIV antiretroviral
adherence and intervention studies
among HIV-infected youth. Topics in
HIV Medicine, 17(1), 14-25.
“This article reviews published adher-
ence studies on HIV-infected youth
(ages 13 to 24 years), focusing on

rates of adherence to [ARV] regimens
and interventions designed to enhance
adherence. Included are possible di-
rections for future research and sug-
gestions for intervention development
to improve [ARV] adherence among
HIV-infected youth” (pp. 14-15).

Stevens, P.E., & Hildebrandt, E. (2009).
Pill taking from the perspective of HIV-
infected women who are vulnerable to
antiretroviral treatment failure. Quali-
tative Health Research, 19(5), 593-604.
“In this article we focus on the medica-
tion experiences of . . . 14 women who
persistently had difficulties taking
ARVs as prescribed, detailing their
descriptions and evaluations of pill tak-
ing. Results suggest that rather than
judging themselves harshly for non-
adherence, they perceived their at-odds
pill taking to be personally meaningful
and accomplished for good purpose.
Their rationales provide insights for
more nuanced, empowerment-based
interventions for individuals who are
vulnerable to ARV treatment failure”
(p. 593).

Stoff, D.M., Forsyth, A., Marquez, E.D., &
McClure, S. (Eds.). (2009, April). Men-
toring for diversity in the mental health
of HIV/AIDS. American Journal of Pub-
lic Health, 99(1 Suppl.), S4-S91.
“The articles in this supplement de-
scribe and critically analyze new
mentoring programs that provide
unique opportunities to diversify the
workforce addressing mental health

and HIV/AIDS” (p. S11).

Vlassova, N., Angelino, A.F., & Treis-
man, G.J. (2009). Update on mental
health issues in patients with HIV
infection. Current Infectious Disease
Reports, 11(2), 163-169.
“The evidence supporting the need for
optimal provision of mental health care
in HIV clinics is mounting, along with
evidence that these disorders can be
treated successfully. Disorders of
mental life include brain diseases
(e.g., depression, bipolar disorder,
schizophrenia, and dementia), per-
sonality disorders, addictions, and
psychologic disruptions, which con-
tribute to the spread of the virus
through their influence on behavior.
However, although evidence exists that
successful treatment of co-occurring
mental disorders leads to improved
HIV outcomes, integrated mental
health care in HIV clinics remains
grossly suboptimal” (p. 163).

Werth, J.L., Jr., & Crow, L. (2009). End-
of-life care: An overview for profes-
sional counselors. Journal of Coun-
seling & Development, 87(2), 194-203.
“The purpose of this article is to pro-
vide professional counselors with an
overview of [end-of-life] issues, includ-
ing ethical and legal concerns, prac-
tice considerations, and recommen-
dations for the field” (p. 194).

– Compiled by
Abraham Feingold, Psy.D.

purpose of describing “the level of
youth and caregiver responsibility
across a range of illness-manage-
ment tasks and to assess the
relationship of medication adherence
to responsibility for medication-
related tasks” (p. 191) in families
of children and teens who were
perinatally infected with HIV. The
investigators found that “approxi-
mately one-fourth of the youth
reported being fully responsible for
taking medications. A smaller
percentage of caregivers reported full
youth responsibility. Older youth and
caregivers of older youth reported
higher degree of youth responsibility
for medication-related tasks, though
age was unrelated to adherence.

Caregiver report of greater responsi-
bility for medications was associated
with better adherence” (p. 187).
In short, caregivers in this study
were “likely to transition responsibil-
ity for HIV care to older youth but
this transition was not always suc-
cessful as evidenced by poor medi-
cation adherence” (p. 187). Naar-
King and colleagues also point out
that

caregivers reported being fully
responsible for tasks unrelated to
medications such as explaining
school absences, but [were]
more likely to decrease their
responsibility for medication-
related tasks critical to maintain

ing good health outcomes. . . .
Consequently, interventions are
necessary to increase parental
oversight of medication tasks
with careful transition to shared
responsibility with older
adolescents. . . . However, other
illness-management tasks,
such as making health care
appointments, may be helpful for
practicing youth responsibility
in a way with less detrimental
impact upon health if the transi-
tion is difficult. Furthermore,
learning to successfully accom-
plish these other illness-manage-
ment tasks will be necessary for
successful transition into adult
care. (pp. 191-192)



Coping, Social Support,
& Quality of Life
Butler et al. (2009) conducted a lon-
gitudinal study of 395 perinatally HIV-
infected children and youth from
across the U.S. to “examine the im-
pact of HIV disclosure on pediatric
quality of life and to describe the dis-
tribution of age at disclosure in a
perinatally infected pediatric
population” (p. 935). The investiga-
tors found that “disclosure did not
significantly affect [quality of life]” in
this cohort. “Although primary
caregivers reported lower [quality of
life] scores after disclosure for all of
the domains except social/role func-
tioning, these differences were not
significant, even after adjustment for
demographic and clinical factors”
(p. 940). Butler and colleagues con-
clude that “diagnostic disclosure to
children with HIV should not be de-
layed because of fear of a negative
impact on [quality of life]. Disclosure
is occurring at younger ages [(me-
dian age in this study was 11 years)],
which may suggest a decline in the
stigma and fear surrounding an HIV
diagnosis. Additional work is needed
to describe important factors that are
related to optimal strategies in dis-
closing an HIV diagnosis. Such
knowledge may offer critical guidance
to pediatric providers in counseling
caregivers of HIV-infected children
and adolescents” (p. 941).

Continuing the analysis of data de-
rived from a study highlighted in the
Fall 2006 issue of mental health
AIDS, Bormann and Carrico (2009)
examined “whether increases in
positive reappraisal coping or dis-
tancing coping mediated the sus-
tained decreases in anger found fol-
lowing a group-based mantram
intervention that was designed to
train attention and promote aware-
ness of internal experiences” (p. 74).
Mantram repetition is defined as “si-
lently repeating a spiritual word or
phrase frequently throughout the
day” (p. 74). The investigators ran-
domly assigned 93 study partici-

mental health AIDS, Volume 10(4), Summer 2009-----------------------------------Page 17

found that,

despite endorsing greater medi-
cal comorbidity, older adults re-
ported significantly lower depres-
sive symptomatology and greater
positive affect and were less likely
to report seeing a behavioral
health specialist than their
younger counterparts. No age
group differences emerged for in-
strumental support [i.e., receiv-
ing assistance with tasks] or
amount of social interaction. How-
ever, older adults reported higher
subjective support, which in
turn was associated with lower
depressive symptomatology,
greater positive affect, and
nonutilization of behavioral health
services. (p. 91)

“Although prior work has demon-
strated that older adults with HIV/
AIDS may be particularly susceptible
to social isolation, smaller social
networks and declines in psychologi-
cal well-being” (p. 96), Mavandadi and
colleagues conclude that “more at-
tention should be paid to the social
environment of individuals diagnosed
with HIV as the quality of social rela-
tionships may be particularly impor-
tant for successful psychological
adaptation to HIV” (p. 91).

Continuing the focus on social con-
text, Knowlton, Curry, Hua, and Wis-
sow (2009) interviewed 156 dyads to
examine supporter relationship
factors associated with depres-
sive symptoms among “disadvan-
taged, HIV-seropositive, injection
drug-using individuals” (p. 534) and
their main informal supporters. The
investigators found that

among this sample of support
recipients, depressive symptoms
. . . were associated with a 3.6
times higher odds of their main
supporter’s higher depressive
symptoms and a 2.5 times higher
odds of their supporter being a
peer (versus partner or older or

pants to either a mantram (n = 46)
or attention-matched control group
(n = 47). Measurements were taken
at baseline, week 5, week 10 (at the
conclusion of the intervention), and
week 22.

According to Bormann and Carrico,
“participants in the mantram interven-
tion reported significant increases in
positive reappraisal coping over the
5-week intervention period, whereas
the control group reported de-
creases. Increases in positive reap-
praisal coping during the 5-week in-
tervention period appear to mediate
the effect of mantram on decreased
anger at 22-week follow-up” (p. 74).
In other words, “the mantram inter-
vention appears to reduce trait-an-
ger by decreasing the likelihood that
individuals respond reflexively with
anger to a given stressor” (p. 78).

Bormann and Carrico conclude that
these results “provide preliminary
support for the efficacy of the man-
tram intervention and highlight that it
may reduce anger by increasing the
utilization of cognitive coping skills”
(p. 79). “By learning to more effec-
tively manage feelings of anger,
mantram may assist HIV-positive in-
dividuals with increasing and main-
taining supportive social relationships
as well as meeting important treat-
ment-related goals such as achiev-
ing adequate levels of adherence to
[ARV] therapy” (p. 78). In addition,
the use of a “mantram may assist
individuals in managing reactivity in
order to derive the maximum benefit
from other cognitive-behavioral and
coping skills training elements of
multi-modal stress management in-
terventions designed for HIV-positive
persons” (p. 78).

Mavandadi, Zanjani, Ten Have, and
Oslin (2009) compared data from two
diverse samples of men and women
living with HIV: 74 “younger” adults
between the ages of 21 and 54
years, and 35 “older” adults 55 years
of age or older. The investigators
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younger generation kin). The sup-
port recipient’s financial reliance
on her main supporter was asso-
ciated with a 3.7 times higher
odds of high depressive symp-
toms. Moreover, each 1-point in-
crease in supporter-recipient con-
flict was associated with a 29%
higher likelihood of the support
recipient’s probable depression,
and each 1-point improvement in
supporter-recipient communica-
tion was associated with a 24%
lower likelihood of depression.
The final model explained over half
(52%) of the statistical deviance
in the sample’s depressive symp-
toms. Furthermore, supporter-re-
cipient relationship factors at-
tenuated the effects of individual-
level factors (i.e.[,] female sex
and current drug use) on the sup-
port recipient’s depressive symp-
toms. (p. 535)

Knowlton and colleagues conclude
that

clinical assessment and treat-
ment of depression is merited of
not only persons living with HIV/
AIDS but also their main support-
ive ties.

Study results suggest that inter-
ventions to promote this popula-
tion’s psychological well-being
ought to address interpersonal
support dynamics. Specifically,
results suggest that interventions
promoting interpersonal commu-
nication and conflict resolution
skills and reciprocity of social
support from friends and siblings
may facilitate less stressful ne-
gotiation of social support among
this population. . . . [I]ntervention
approaches promoting the sup-
port recipient’s reciprocity of sup-
port may potentially improve the
willingness of others to provide
informal care. Interventions also
need to address the financial
costs of HIV-related support and
informal caregiving and possible

resultant strains of financial sup-
port exchange.

Results also suggest that . . .
interventions targeting both main
supporters and the support recipi-
ents will likely be more effica-
cious compared with those that
target either group alone. . . .
Such intervention approaches
may not only alleviate depressive
symptoms among those living
with or affected by HIV/AIDS, but
they may also improve the likeli-
hood of main supporters assum-
ing and sustaining informal HIV
caregiving as illness progresses.
(p. 538)

Bottonari and Steplemen (2009) con-
ducted a chart review to identify fac-
tors associated with longevity of
outpatient psychotherapy among
persons living with HIV. The investi-
gators reviewed the records of 87
clients – “33.3% female, 52.9% eth-
nic minority, 57% sexual minority,
middle-aged (42.0 years ± 9.6 years)”
(p. 109) – served in a Ryan White-
funded clinic and found that

mental health treatment is ac-
ceptable to many [people living
with HIV] and that previous con-
sumers of care will likely reen-
gage in the future. . . . [A]lmost
three quarters of . . . [study] par-
ticipants returned for care after
their initial intake session, sug-
gesting that they perceived initial
benefit from their evaluation ap-
pointment and were willing to re-
turn for further treatment. . . .
However, only one third of . . .
[the] sample remained in treat-
ment for six sessions or more.
. . . Hence, it appears appropri-
ate . . . [to] examine what fac-
tors are associated with longev-
ity in care among HIV-positive
patients. (p. 114)

On this question, Bottonari and
Steplemen found that “the presence
of cohabitating social support distin-

guished between those who contin-
ued or terminated after the intake
session, with social support being
associated with continuation after
intake. Furthermore, shorter dis-
tance from clinic, history of previous
psychotherapy, concurrent pharma-
cotherapy, comorbid personality
disorder diagnosis, and having an
ethnic minority provider were asso-
ciated with greater longevity in treat-
ment” (p. 109). Although these find-
ings must be considered preliminary,
they alert clinicians to “factors that
are associated with early termination
in outpatient psychotherapy among
[people living with HIV]. Previous re-
search has demonstrated that thera-
pists believe that [people living with
HIV] may need to continue in therapy
longer than HIV-negative individuals.
. . . As such, treatment providers
could utilize . . . [these] findings to
pay attention to their patients with
these characteristics in order to im-
prove patient retention” (p. 115).

End-of-Life Care
To assess congruence in adolescent/
surrogate preferences for end-of-life
(EoL) care, Lyon et al. (2009) ran-
domly assigned 38 dyads consist-
ing of medically stable adolescents
living with HIV/AIDS and receiving
hospital-based outpatient treatment,
and their guardians/surrogates, to
one of two conditions. Dyads in the
intervention condition were offered a
three-session “model of family/
adolescent-centered advance
care planning [(ACP)] for adoles-
cents living with HIV and their
families for increasing congruence
and quality of communication while
decreasing decisional conflict”
(p. e199).5 Dyads in the control con-
__________

 5 In session 1, a family-centered ACP sur-
vey “was administered via an interview to
determine whether and when the adoles-
cent wanted to be involved in decision-mak-
ing about EoL care and to identify values,
beliefs, and experiences with illness.” In
session 2, “trained facilitators elicited the
patient’s representation of illness, stimulat-
ing adolescent and guardian/surrogate con-
versations about ACP to provide an oppor-
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dition gave a nonmedical develop-
mental history, received health pro-
motion counseling, and conversed
about future plans. Lyons and col-
leagues found that “family-centered
advance care planning by trained fa-
cilitators increased congruence in
adolescent/surrogate preferences for
[EoL] care, decreased decisional
conflict, and enhanced communica-
tion quality. Families acknowledged
a life-threatening condition and were
willing to initiate [EoL] conversations
when their adolescents were medi-
cally stable” (p. e199).
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